Pseudoanuerysm of the Thoracic Aorta as a Complication of Pancreatic Pseudocyst  by Loy, J.J. et al.
EJVES Extra (2011) 22, e31ee33SHORT REPORT
Pseudoanuerysm of the Thoracic Aorta as
a Complication of Pancreatic PseudocystJ.J. Loy*, M.J. Brooks, D. MahonDepartment of Upper GI and Bariatric Surgery, Musgrove Park Hospital, Taunton, UK
Submitted 18 May 2011; accepted 20 June 2011KEYWORDS
Pseudoaneurysm;
Thoracic aorta;
Pseudocyst;
Stent;
PancreatitisDOI of original article: 10.1016/j.e
* Corresponding author. Tel.: þ44 77
E-mail address: johnloy79@yahoo.
1533-3167 ª 2011 European Society f
doi:10.1016/j.ejvsextra.2011.06.006Abstract Pseudocyst formation is a recognised complication of acute pancreatitis. Rarely,
they result in pseudoaneurysm formation of neighbouring vessels which can be rapidly fatal
if rupture occurs. We report a case of a pseudoaneurysm of the descending thoracic aorta in
a mediastinal pancreatic pseudocyst and its management with endovascular prosthetic stent
graft. This is the first reported case of a thoracic aortic pseudoaneurysm complicating
a thoracic pseudocyst.
ª 2011 European Society for Vascular Surgery. Published by Elsevier Ltd.
Open access under CC BY-NC-ND license.Introduction
Acute pancreatic pseudocyst is a collection of pancreatic
and inflammatory fluid encased by granulation tissue
without a true epithelial lining. This fluid includes enzymes
capable of local tissue destruction.1 Pseudocysts compli-
cate 2% of cases of acute pancreatitis and can themselves
be complicated by infection, rupture or erosion into adja-
cent vessels with pseudoaneurysm formation.1 As pancre-
atic pseudocysts occur most frequently within the abdomen
and are confined to the lesser sac, the vessels involved in
pseudoaneurysm formation are usually those in closejvs.2011.06.049.
40421423.
co.uk (J.J. Loy).
or Vascular Surgery. Published byrelation to the pancreas.2 The extension of a pseudocyst
into the mediastinum is rare.3Case Report
A previously fit and well 52-year old man presented with
a one week history of epigastric pain. He was a heavy
cigarette smoker of 50 pack years and not on any routine
medications. On examination he was haemodynamically
stable with tenderness on deep palpation in the epigas-
trium. Full blood picture was within normal limits apart
from a raised white cell count of 15  109/L (6e11  109)
and serum urea and electrolytes were also within normal
limits. Serum amylase was elevated at 1050 IU/L
(28e100 IU/L) supporting a diagnosis of acute pancreatitis.
His Glasgow score was 1, predicting a mild episode. Two
serial ultrasound scans showed normal biliary tree with no
gallstones. Alcohol was deemed to be the aetiologicalElsevier Ltd. Open access under CC BY-NC-ND license.
Figure 2 3D completion CT aortogram showing the covered
metallic stent occluding the thoracic aortic pseudoaneurysm.
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uncomplicated initial hospital stay of 7 days and advice to
abstain from alcohol he was discharged home.
One month after initial presentation he was readmitted
with an epigastric fullness and increasing pain. Contrast
enhanced CT scan of the chest and abdomen revealed
a large pancreatic pseudocyst extending into the medi-
astinum. Following discussion with the tertiary hep-
atobiliary team it was decided to re-scan the patient in 3
months to reassess its size and suitability for endoscopic
drainage. The 3 month follow-up CT scan revealed
enlargement of the pseudocyst along with a new finding of
a pseudoaneurysm of the descending thoracic aorta
(Fig. 1).
He was transferred to the tertiary vascular surgical unit
for endovascular stenting to thrombose the pseudoa-
neurysm. Under general anaesthetic, the right common
femoral artery was exposed through a groin skin crease
incision. Intra-operative angiogram confirmed the site of
the pseudoaneurysm. After administration of 5000 IU of
heparin a Valiant (Medtronic Inc) Thoracic Stent Graft was
deployed. Check angiogram confirmed correct position of
the graft and the absence of an endoleak. Post operative
CT confirmed successful thrombosis of the pseudoaneur-
ysm (Fig. 2). The patient made an uneventful recovery
and was discharged home 48 hours post-operatively. He
later underwent endoscopic transgastric drainage of the
pancreatic pseudocyst under Endoscopic Ultrasound
guidance and remains well 10 months after the procedure
with no evidence of endoleak or recurrence of the
pseudoaneurysm.Discussion
Most thoracic aortic pseudoaneurysms form as a conse-
quence of infection, blunt thoracic trauma or previous
surgical interventions in the chest. The natural history is of
continued enlargement until rupture, which invariably is
fatal.3 Although open surgery to repair these aneurysms has
been practiced safely for many years, the less-invasive
endovascular technique is shown to have fewerFigure 1 Coronal section contrast CT showing descending
thoracic aortic pseudoaneurysm bulging into the mediastinal
pancreatic pseudocyst.complications, reduced peri-operative mortality and
shorter hospital stay.4
Pseudoaneurysm formation complicating acute and
chronic pancreatitis most frequently arises in the peri-
pancreatic vessels such as the splenic, left gastric,
hepatic and gastro-duodenal arteries. Only two cases of
aortic pseudoaneurysm as a consequence of a pancreatic
pseudocyst have been reported in the literature.2,5 Both
of these have been in the abdominal aorta. This is the
first reported case of such an aneurysm arising in the
mediastinum.
Pseudoaneurysms are thought to develop as a result of
the effects of the enzyme-rich cystic fluid on the peri-
vascular tissue, allowing a false aneurysm to form at the
site of weakness. The enzyme elastase is thought to play
a particular role in this process. Criteria for drainage of
these collections are persistent pain or compressive
effects, such as gastrointestinal tract obstruction, which
most frequently affects the duodenum. Drainage of pseu-
docysts is usually obtained via oral endoscopic or trans-
abdominal laparoscopic approaches with cyst-gastrostomy
being preferred by many. Our case highlights the need for
regular follow-up CT scanning of pancreatic pseudocysts,
to exclude the formation of a pseudoaneurysm which can
occur in up to 31% of pancreatic pseudocysts.1 Optimal
management of these pseudoaneurysms is endovascular
stenting or embolisation to prevent rupture, which carries
a high mortality.3Conflict of Interest/Funding
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